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March 6, 2014 


Kim Russeli-Peck, Administrator 
Kirby House, inc. 

64 South Main Street 
Waterbury, VT 05676-1517 


Provider #: 


Dear Ms. Russel!-Peck: 

The Division of Licensing and Protection conducted an onsite complaint investigation on 
March 3, 2014. The purpose of the investigation was to determine if your facility was in 
compliance with Federal participation requirements of the Medicare/Medicaid Program. The 
investigation was completed on March 3, 2014 and there were no regulatory violations 
related to the complaint allegations. 


Sincerely, 



Pamela M. Cota, RN 
Licensing Chief 

PC:jl 

Enclosure 


Disability and Aging Services 

Licensing and Protection 


Blind and Visually Impaired 
Vocational Rehabilitation 





Division of Licensing and Protection 


STATEMENT OF DEFICIENCIES 

(X1) PROVIDER/SUPPLIER/CLIA 

(X2) MULTIPLE CONSTRUCTION 

AND PLAN OF CORRECTION 

IDENTIFICATION NUMBER: 

A. BUILDING: 


0058 

B. WING 


PRINTED: 03/06/2014 
FORM APPROVED 


{X3) DATE SURVEY 
COMPLETED 

c 

03/03/2014 


NAME OF PROVIDER OR SUPPLIER 


KIRBY HOUSE, INC. 


STREET ADDRESS, CITY, STATE, ZIP CODE 

64 SOUTH MAIN STREET 
WATERBURY, VT 05676 


(X4) ID SUMMARY STATEMENT OF DEFICIENCIES 

PREFIX I {EACH DEFICIENCY MUST BE PRECEDED BY FULL 
tag I REGULATORY OR LSC IDENTIFYING INFORMATION) 


R100 Initial Comments: 

I An unannounced onsite complaint investigation 
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